Dear Editor, We read with great interest the recent article published by Lohan et al. on CAM-type FAI: is the alpha angle the best MR arthrography has to offer? [1] .
Although the authors nicely demonstrate that the alpha angle measurements can vary depending on observer experience and raise the issue of which imaging plane is best to assess the CAM deformity at the femoral head/neck junction, we find the methodology of the paper seriously flawed with regard to the study cohort, casting serious doubts on the validity of the conclusions:
-The alpha angle performs poorly with regard to sensitivity, specificity, and positive and negative predictive values and has been found to be of no value in suggesting the presence or absence or cam deformity. -The clinical impingement test remains the most reliable predictor of the presence or absence of this condition.
To use as the gold standard the resection or nonresection of the head/neck deformity introduces significant observer bias, especially with such discrepancy in experience between the two surgeons: 10 versus 25 years. More importantly, surgical treatment of primary femoroacetabular impingement in North America began at the earliest in 1999 and even more recently through the use of hip arthroscopy, i.e., 2004. Consequently, it is very likely that the current clinical experience reported with hip arthroscopy has a strong component of a learning curve, i.e., recognition and treatment of the deformity at the time of surgery influenced by surgeon experience. In order to clarify those potential biases, can the authors answer the following: In addition, to use the presence or absence of the impingement test as the gold standard for the presence or absence of FAI has no foundation, as this test is not specific to FAI, but indicative of acetabular rim disease, i.e., labrum/ cartilage damage. In its original description by Klaue et al. [2] , the present of an impingement test was indicative of intraarticular pathological conditions spanning dysplasia and FAI. Did the authors test for inter-and intraobserver reliability of this test to support one of their conclusions? A recent study by Sekiya et al. [3] would suggest this test to have poor observer reliability.
With regard to the new method described by the authors (AFD), it would appear that this is really only the numerator of Eijer's ratio [4] or similar to it. Wouldn't a normalized ratio be more appropriate? How can the authors make the assumption that all femora are the same size regardless of bone size, gender or body mass index?
Finally, looking carefully at the images, more specifically Fig. 6a , we would question the authors' interpretation of the alpha angle measurement since in their original description, Notzli et al. [5] point to the subchondral bone as the reference point for the alpha angle measurement, which is not what is shown in the figures. More importantly, when explaining why Notzli et al. [5] and Kassarjian et al. [6] had higher alpha angle values, the authors state that this was biased because of the more advanced head-neck overgrowth present in those two papers. Are the authors implying that the cam deformity in the young adult is a dynamic process that evolves with age or length of time the patient has had impingement symptoms? Do they have justification for this assumption?
The conclusions of this paper should not be that the alpha angle is not useful, since multiple papers from different institutions [7] [8] [9] have shown it to be a reliable measurement technique as well as correlating with FAI pathological features. But rather the alpha angle measurement value will vary depending on which MRI imaging plane is used [10, 11] .
